BACKGROUND
The September 11th terrorist attacks had a dramatic impact on the mental health of millions of Americans. In a national survey conducted the week after the attacks, 44% of adults and 35% of children reported one or more substantial symptoms of traumatic stress. The mental health impact was particularly severe for New York City residents and others living within commuting distance of the World Trade Center (WTC), with 61% of adults living within 100 miles of the WTC reporting substantial traumatic stress.
1 Needs assessments conducted in New York State following September 11th estimated that, as a result of September 11th, 3.1 million residents of New York City and surrounding counties would experience substantial emotional distress, 2 and that of this total, over 520,000 would experience symptoms that met diagnostic criteria for posttraumatic stress disorder (PTSD).
3 While all disasters have an impact on mental health, these findings are consistent with prior research indicating that intentionally caused incidents of mass violence characterized by large-scale loss of life, property loss, and widespread unemployment may be associated with particularly "severe, lasting, and pervasive psychological effects." The New York State Office of Mental Health (OMH) has been collaborating with New York City and county mental health departments since September 11th to address these mental health needs using two related, but nevertheless distinct, response strategies. The first, aimed at the general population, consists of public education concerning traumatic stress reactions and appropriate coping strategies, outreach to all affected communities, and short-term supportive counseling for anyone affected by September 11th. The assumptions underlying this broad-based response strategy are that most people's stress reactions, although personally disturbing, constitute normal responses to a traumatic event and will be short term in duration. 5, 6 Further, personal and community resiliency remain powerful factors even in the aftermath of a major disaster. [5] [6] [7] Corresponding interventions therefore emphasize helping people identify their responses to trauma, understand those responses as normal reactions, and reconnect with pre-existing social supports.
The second response strategy is aimed at a minority of the affected population: individuals whose traumatic symptoms persist and are of sufficient severity to meet diagnostic criteria for PTSD and/or other mental disorder. For these individuals, short-term supportive interventions will not be sufficient due to the severity of their exposure and/or preexisting risk factors. 5 In the event most comparable to September 11th, the 1995 bombing of the Alfred P. Murrah Federal Building in Oklahoma City, Oklahoma, 34% of survivors had symptoms that met diagnostic criteria for PTSD. 8 Interventions in this response strategy consist of formal mental health treatment (e.g., psychotherapy, pharmacotherapy) shown to be effective for trauma-related disorders. 3, 9 This second response strategy-providing specialized treatment to individuals with diagnosed mental disorders-is consistent with the traditional roles and functions of the public mental health system. However, the first response strategy-public education, outreach, and short-term supportive counseling to the general population-has required new public health initiatives that are atypical from a system that for decades has focused primarily on the provision of treatment to individuals with severe mental illnesses. The remainder of this article describes the implementation of the resulting public health response strategy, named Project Liberty, and its impact to date.
IMPLEMENTATION OF PROJECT LIBERTY
On September 11th, President Bush declared the five boroughs of New York City a federal disaster area; this designation was expanded on September 28th to include 10 surrounding New York counties where numerous Manhattan commuters and rescue workers lived. The declaration made the area eligible for a range of Federal Emergency Management Agency (FEMA) programs, including one specifically designed to address the short-term mental health needs of communities affected by disasters: the Crisis Counseling Assistance and Training Program (CCP). This program, which is jointly operated by FEMA and the federal Center for Mental Health Services (CMHS), funds short-term public education, outreach, and crisis counseling services, but not specialized longer-term mental health treatment. When applying for CCP funds, state mental health authorities must demonstrate that existing mental health capacity is insufficient to meet disaster-related needs. The CCP has two components: the Immediate Services Program (ISP), which covers the first 60 days following a disaster declaration, and the Regular Services Program (RSP), which extends the same services for an additional 9 months.
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OMH applied for and received $22.7 million to provide these services during the Immediate Services Program period and an additional $132.5 million for the Regular Services Program. Although preparing these applications while responding to and coordinating requests for mental health assistance in the initial days after
